Since the creation of the World Federation of Interventional and Therapeutic Neuroradiology (WFITN) and the World Federation of Neuroradiological Societies (WFNRS) debates around Interventional Neuroradiology (INR) have been rekindled by neurosurgeons. For most people INR represents a technical advance. Is it not so that one who performs high quality INR is invariably asked which tools he uses? Linking people to techniques is dangerous: techniques are hopefully bound to be outdated and abandoned.
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Training has become a significant part of that debate.
The European Association of Radiology (EAR) proposes, a neuroradiological training of only "27 weeks, including 10 weeks of head and neck" 2, in a body of 4 years training in general radiology; followed by neuroradiology subspeciality training for 1 or 2 years. INR training per se would start in the sixth or seventh year ...
The EAR proposes to separate interventional radiology from diagnostic sub specialities, but excludes interventional neuroradiology 1,4,9. It would seem that there is an unexpressed desire to split interventional neuroradiology from diagnostic neuroradiology.
Various fields within neuroradiology (functional neuroanatomy and neuroradiology, paediatric neuroradiology, geriatric neuroradiology, diagnostic or therapeutic interventional neuroradiology) have acquired competencies in both clinical, diagnostic and therapeutic aspects that belonged to other specialities (pathology, neurology, neurosurgery, and others). In addition, they have created their own background and new clinical bases that are not taught in any other clinical specialities including imaging. Therefore learning neuroradiology does not represent a restriction of a field -what was called "the paradox of specialisation: knowing more and more about less and less" 3, but rather its expansion.
To produce standards of training in diagnostic and interventional neuroradiology means that there is the same desire for quality management of patients across Europe 6.
Written standards are useful for administrative and political bodies, but it would serve the profession better if they set both the lowest acceptable level and enhance excellence as a attainable goal. Standards are not mean levels of averaged practices, they represent guidelines established by experts for better patient care. Standards are neither permissive nor repressive. If professional freedom is to be achieved as a result of training, that training must include marked clinical involvement. Otherwise economic pressures exerted by the various related industries, in most European countries, on technically oriented neuroradiologists make them highly dependent on non-medical issues.
We should take advantage of the expertise and experience of leading professional figures in Europe to develop neuroradiology's identity. It is that history and culture that founds and nurtures its identity, and it is that history and culture from which this training has to come 5. Creating a diploma does not create training, non does it educate if it omits that dimension.
The ESNR embodies the past and future of neuroradiology. It was established in 1969 before most national neuroradiological societies 2. Somehow the ESNR must widen its horizons from a purely academic base to encompass professional concerns. For example, it must feel responsible for the quality of patient care 7. There is a risk that non-medical administrative bodies will control accreditation, companies will establish their own rules in between pseudo ethical concerns and economic opportunities, and insurance companies will negotiate the cheapest treatment for those who cannot afford to choose.
Imaging is among the highest working budgets (out of salaries) in any given hospital. Considering economic situation around the world and particularly in Europe (regardless of the country), imaging departments represent a potential source of saving 4.6. Improving costs, with industrial pressure to acquire new technologies, implies the mastering the indications. In the same vein would it not be helpful to establish formal relationships with clinically oriented sister specialities? Current medical practice is based on the use of imaging so much, that general training in imaging should be part of undergraduate programmes.
Many possibilities exist to resolve these issues requiring a strong motivation and drive: from neuroradiology as a separate speciality from radiology as in Portugal, to certification of speciality by the society as in Japan (for Neurosurgery and the Japanese Society of Neurological Surgery).
The recommendations published 1987 by the pedagogic committee of Georges Du Boulay 8, and accepted by the general assembly, represent a fragile but still nonetheless correct working base. 
